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Detection of Notifiable Diseases 
Through Surveillance for Imported Plague — 
New York, September-—October 1994 


Recent reports of bubonic and pneumonic plague outbreaks in India (1,2) 
prompted the New York City Department of Health (NYCDOH) and the New York State 
Department of Health (NYSDOH), in conjunction with CDC, to develop an emergency 
response plan to detect and manage suspected cases imported by international air 
travel. This report describes the surveillance system implemented by CDC on Septem- 
ber 27 and supplemental efforts by NYC/NYSDOH to guide and inform physicians 
about the outbreak, and summarizes clinical findings for 11 travelers who had symp- 
toms suggestive of plague. 


CDC Surveillance System 

The CDC surveillance protocol included instructions to staff of international air car- 
riers to notify U.S. quarantine officials before landing of passengers or crew with 
illness suggestive of plague. All passengers arriving on direct flights from Indiawere 
provided a plague alert notice that described the symptoms of plague nor are 
to seek medical attention if they developed a febrile illness within 7 days ofdisembark- 
ation. Once passengers were in the United States, the surveillance systentrelied on 
physicians and other hospital staff to report suspected plague cases tq ee j 
departments, which would then notify CDC. 


Supplementai Efforts by NYCDOH/NYSDOH 
A primary role of NYCDOH/NYSDOH, in conjunction with CDC, was to| det rin é 
whether the clinical presentation of persons with suspected cases was cons} ebt W h 
plague and to arrange for immediate hospitalization in facilities with respfratory\sola- ', 
tion rooms. In addition, because of the high volume of air travel from india (app rox 
mately 2000 passengers arrive daily at John F. Kennedy International Airport; ion fligh 
from India), NYCDOH/NYSDOH supplemented CDC's surveillance plan by/u ing 
approaches to disseminate information to heighten awareness of plague, 
emergency department physicians. First, a fact sheet describing the cn 
tion of plague and emphasizing the need to assess travel history among 
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suggestive symptoms was transmitted by fax or electronic mail to emergency depart- 
ment physicians and infection-control practitioners at 102 hospitals in New York City 
and to all acute-care hospitals and county health departments in the state. Second, a 
special plague advisory issue of City Health Information, NYCDOH'’s bulletin, was dis- 
tributed to 20,000 physicians in New York City within 2 weeks of CDC’s plague alert. To 
directly reach persons who recently may have arrived from India and were at in- 
creased risk for plague, leaflets in English and Hindi describing plague symptoms and 
urging ill persons to seek medical attention were distributed by NYCDOH at a heavily 
attended Indian cultural fair on October 8 and 9. 


Clinical Findings for Travelers 

As of October 27 (when the plague alert was terminated), 10 persons with sus- 
pected plague had been reported to NYCDOH and one to the Albany County Health 
Department and NYSDOH. None were confirmed as having plague. Patients ranged in 
age from 31 to 80 years; six were men. All 11 patients reported having recently been 
in India. One suspected case was recognized by an airline crew member during a 
flight; two by customs officials in the airport; and one by airline officials at check-in for 
a connecting domestic flight at a different airport. The remaining seven suspected 
cases were reported by hospital emergency departments. Nine of the 11 patients were 
admitted to a hospital isolation unit for observation while awaiting consultation with 
CDC and/or confirmatory laboratory testing. 

Ten patients had clinical presentations that were not consistent with pneumonic 
plague. One patient, who developed adult respiratory distress syndrome and coma, 


required serologic and microbiologic testing to rule out plague. The final diagnoses 
for 10 of the suspected cases were viral syndrome (four patients), malaria (three), con- 
current malaria and dengue (one), and typhoid and liver disease (one each); one 
person had no illness. 


Reported by: B Mojica, MD, R Heffernan, MPH, C Lowe, MFA, S Matthews, New York City Dept 
of Health; T Briggs, Albany County Health Dept, Albany; F Guido, E Wender, MD, Westchester 
County Health Dept, Hawthorne; S Kondracki, G Birkhead, MD, D Morse, MD, State Epidemi- 
ologist, New York State Dept of Health. Div of Quarantine, National Center for Prevention Svcs; 
Bacterial Zoonoses Br, Div of Vector-Borne Infectious Diseases, National Center for Infectious 
Diseases; Div of Field Epidemiology, Epidemiology Program Office, CDC. 

Editorial Note: This report illustrates the ongoing potential for importation of emerg- 
ing infectious diseases into the United States and the need for prompt reporting of 
cases to local and state health departments for an appropriate public health response 
(3). The Institute of Medicine has identified international travel and commerce as a 
major factor associated with emerging infections (4). The protocols described in this 
report—highlighting the close cooperation between federal, state, and local public 
health officials; the medical community; and the airline industry—represent the coor- 
dinated, comprehensive prevention-oriented response needed to guard against the 
threat of emerging and resurgent infections. In addition, the evaluation of suspected 
plague cases in New York revealed limitations in recognizing cases of disease only at 
the point of disembarkation; in New York, approximately half of the suspected cases 
were brought to the NYCDOH/NYSDOH's attention by local physicians. The impor- 
tance of obtaining a travel history when evaluating persons presenting with fever was 
underscored by the detection of cases of dengue and nationally notifiable disease con- 
ditions (i.e., malaria and typhoid) (5). 
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Epidemiologic Notes and Reports 





Erythromycin-Resistant Bordetella pertussis — 
Yuma County, Arizona, May—October 1994 


In 1993, a total of 6586 cases of pertussis was reported in the United States, includ- 
ing 70 in Arizona. On June 27, 1994, a case of Bordetella pertussis disease caused by 
a strain resistant to erythromycin was reported to the Arizona Department of Health 
Services (ADHS) from Yuma County (1990 population: 106,895). Susceptibility testing 
at CDC confirmed that the isolate was highly resistant to erythromycin with a mini- 
mum inhibitory concentration (MIC) >64 g/mL. The MIC of erythromycin against 
B. pertussis usually ranges from 0.02 jig/mL to 0.1 pg/mL, and resistant isolates have 
not been previously reported (7). This report summarizes the case investigation and 
describes efforts to enhance surveillance for pertussis in Arizona. 


Case Report 

The erythromycin-resistant strain was isolated from a 2-month-old male infant liv- 
ing in Yuma County, Arizona, who had onset of cough on May 16, 1994. The illness 
was initially diagnosed as bronchitis, and treatment with amoxicillin was initiated on 
May 23. The infant had no history of previous antibiotic therapy, and the parents re- 
ported he had not received pertussis vaccine before the onset of illness. On May 26, 
he was hospitalized with severe paroxysmal cough, inspiratory whoop, posttussive 
vomiting, and episodes of cyanosis and apnea. B. pertussis infection was diagnosed 
by direct fluorescent antibody (DFA) testing; oral erythromycin estolate therapy 
(50 mg per kg body weight per day) was initiated on May 26 and continued for 
12 days. Because of persistent paroxysmal cough and episodes of cyanosis, apnea, 
and bradycardia, on June 8 he was transferred to a pediatric intensive-care facility. 

Both a DFA test and culture performed on nasopharyngeal secretions obtained on 
June 8 confirmed the persistence of pertussis organisms, and intravenous erythro- 
mycin therapy (30 mg/kg/day) was initiated. On June 13, a repeat DFA test and culture 
were positive, and the erythromycin dosage was increased to 40 mg/kg/day. Despite 
sequential oral and parenteral erythromycin therapy, nasopharyngeal cultures ob- 
tained from the infant on June 16 and 20 grew 8B. pertussis, and his condition 
remained unchanged. Susceptibility testing at the hospital laboratory suggested 
that the isolate was resistant to erythromycin but sensitive to trimethoprim- 
sulfamethoxazole (TMP-SMZ). On June 20, erythromycin therapy was discontinued, 
and therapy with TMP-SMZ was initiated; the infant’s condition improved rapidly. A 
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nasopharyngeal culture obtained on June 25 was negative, and he was discharged 
from the hospital on June 29. 

Approximately 2 weeks before the infant's onset of illness, his 17-year-old mother 
had developed a spasmodic cough illness associated with posttussive vomiting. A 
nasopharyngeal culture specimen obtained from the mother on June 28 was negative. 
She had no history of recently receiving antibiotic treatment. 


Enhanced Surveillance for Pertussis 

Because of the case in the 2-month-old infant, in late June, the Yuma County De- 
partment of Public Health enhanced surveillance to detect pertussis illness and to 
obtain B. pertussis isolates from county residents. State and federal public health of- 
ficials visited all primary-care providers and health-care facilities in Yuma County to 
disseminate culture kits and instructions for obtaining appropriate culture specimens. 
In particular, providers were asked to obtain nasopharyngeal cultures from all Yuma 
County residents with an unexplained acute cough illness lasting 7 or more days. In 
addition, ADHS mailed letters to approximately 2500 primary-care providers in Ari- 
zona to encourage collection of nasopharyngeal cultures for diagnosis of pertussis. 
Health officials in two California counties near Yuma County (Imperial and San Diego 
counties) were alerted to the isolation of an erythromycin-resistant pertussis strain in 
Yuma County. 

The first person with a culture-confirmed case of B. pertussis in Yuma County in 
1994 had onset on Apri! 9. A total of 18 confirmed cases (eight culture-confirmed and 
10 epidemiologically linked to a culture-confirmed case) and 57 probable cases (de- 
fined as unexplained acute cough for 14 or more days) were identified during 
April 30-October 1. During the period of enhanced surveillance (late June—October 1), 
a total of 127 nasopharyngeal culture specimens were obtained from Yuma County 
residents and sent to the ADHS laboratory. In addition to the index case, B. pertussis 
was isolated from the specimens of seven persons. Of these seven isolates, one was 
inadvertently discarded, and the remaining six were susceptible to erythromycin. In 
addition, all 22 B. pertussis strains isolated during June-August from persons in other 
Arizona counties and ali 13 B. pertussis strains isolated during January—August from 
patients in San Diego County were susceptible to erythromycin. 

ADHS has continued enhanced surveillance and has recommended that providers 
in Arizona obtain nasopharyngeal culture specimens from all persons—regardless of 
age or vaccination status—with unexplained acute cough of 14 or more days’ duration 
and at least one of the following symptoms: paroxysms of cough, inspiratory whoop, 
or posttussive vomiting. Health-care providers also have been urged to report all sus- 
pected cases to local health departments and to send 8. pertussis culture specimens 
to the ADHS laboratory. 

Preliminary results of studies at CDC suggest that the mechanism of B. pertussis 
resistance to erythromycin does not involve ribosomal riboneucleic acid methylation, 
which has been documented in streptococcal and staphylococcal resistance to 
erythromycin. Studies are ongoing at CDC to elucidate the mechanism of B. pertussis 
resistance to erythromycin. 

Reported by: S Lewis, MPH, Public Health Nursing Staff, Yuma County Dept of Public Health, 
Yuma; B Erickson, PhD, G Cage, MS, G Harter, State Public Health Laboratory; C Kioski, MPH, 


S Barefoot, L Carmody, MA, H Houser, L Sands, DO, State Epidemiologist, Arizona Dept of 
Health Svcs; M Saubolle, PhD, Good Samaritan Regional Medical Center, K Lewis, MD, S Bar- 
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bour, MD, M Rudinsky, MD, Children’s Hospital, Phoenix. Hospital Infections Program, and Div 
of Bacterial and Mycotic Diseases, National Center for Infectious Diseases; National Immuniza- 
tion Program, CDC. 

Editorial Note: Erythromycin is the drug of choice for treating persons with B. pertus- 
sis disease and for postexposure prophylaxis of all household members and other 
close contacts as recommended by the Advisory Committee on Immunization Prac- 
tices (2-6). For adults who are susceptible to pertussis because of a decrease in 
vaccine-induced immunity or for infants who are too young to be adequately vacci- 
nated and are at risk for severe disease, erythromycin prophylaxis and treatment are 
the primary control measures. 

Because of the limited number of isolates subjected to susceptibility testing (n=41), 
the proportion of resistant strains of B. pertussis cannot be estimated accurately 
for Yuma County or other areas in the region. However, the absence of additional 
erythromycin-resistant strains in Arizona and San Diego County, California, suggests 
that antimicrobial resistance is not widespread. Ongoing surveillance and collection of 
B. pertussis isolates should assist in more accurate assessment of the extent of trans- 
mission of the resistant strain in the area. 

Failure of erythromycin to eradicate B. pertussis has been associated with poor 
absorption of some preparations of the antibiotic (4,7). Among the three esterified 
oral erythromycin formulations (estolate, ethylsuccinate, and stearate), erythro- 
mycin estolate has superior bioavailability and achieves higher concentrations in se- 
rum and respiratory secretions. TMP-SMZ is an alternative for treatment and for 
chemoprophylaxis, but its efficacy as a chemoprophylactic agent has not been evalu- 
ated (8). 

Nasopharyngeal cultures should be obtained from persons with pertussis who do 
not improve with erythromycin therapy. Criteria for assessing treatment failure are 
1) persistence or worsening of the typical symptoms* of pertussis disease, 2) initia- 
tion of erythromycin therapy within 2 weeks of onset of illness, 3) completion of 
erythromycin therapy in the recommended dosage, and 4) verification of patient com- 
pliance with therapy. Most persons who meet these criteria will not be culture-positive 
for B. pertussis; however, isolates obtained from patients with erythromycin therapy 
failure should be sent to CDC (Pertussis Laboratory, Childhood Respiratory Diseases 
Branch, Division of Bacterial and Mycotic Diseases, National Center for Infectious Dis- 
eases, CDC, Mailstop C-02, 1600 Clifton Road, NE, Atlanta, GA 30333) for further 
testing. Tests to evaluate antimicrobial susceptibility of B. pertussis have not been 
standardized and are not widely available. In collaboration with ADHS, efforts to 
standardize B. pertussis susceptibility testing are ongoing at CDC. 

All health-care providers in the United States are encouraged to obtain naso- 
pharyngeal cultures from patients in whom pertussis is suspected. These include 
persons with unexplained acute cough of 14 or more days’ duration and at least one 
of the following symptoms: paroxysms of cough, inspiratory whoop, or posttussive 
vomiting, regardless of the patient's age or vaccination status. Ail probable and con- 
firmed cases of pertussis should be reported promptly to local or state health 
departments. 


*Prolonged paroxysms of cough associated with apnea, cyanosis, or bradycardia in young 
infants or prolonged paroxysms of cough associated with whoop and/or posttussive vomiting 
in older children and adults. 
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Current Trends 





Prevalence of Self-Reported Epilepsy — 
United States, 1986-1990 


Epilepsy is a chronic neurologic condition characterized by abnormal electrical dis- 
charges in the brain manifested as two or more unprovoked seizures (17 ). Risk factors 
for epilepsy include vascular disease, head trauma, congenital or perinatal factors, 
central nervous system infections, and neoplasms; however, the etiology of epilepsy 
is unknown for approximately three fourths of cases (2). Epilepsy frequently causes 
impaired physical, psychological, and social functioning, which results in substantial 
disability, economic loss, and diminished quality of life (3). To examine the burden of 
epilepsy in the United States, the prevalence of self-reported epilepsy was estimated 
by using data from 1986 through 1990 from the National Health Interview Survey 
(NHIS) (4). This report summarizes the results of this analysis. 

The NHIS is a nationally representative household survey of the U.S. civilian, non- 
institutionalized population conducted annually by CDC. Respondents were asked 
whether they or any household family member had epilepsy or repeated seizures, 
convulsions, or blackouts during the preceding 12 months. Self-reported epilepsy was 
categorized according to the /nternational Classification of Diseases, Ninth Revision, 
Clinical Modification, codes 345.0-345.9. Age-specific and age-adjusted prevalences 
for the 12-month period preceding the interview and associated standard errors were 
estimated; the direct method was used to age-adjust the estimates, using the 1980 
U.S. resident population as the standard (5). To increase the stability of the estimates, 
data were combined for 1986-1990. Confidence intervals (Cis) were based on the 
standard errors of the estimates, taking into account the survey design. 
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During 1986-1990, approximately 1.1 million persons in the United States annually 
reported having epilepsy. The overall prevalence of epilepsy was 4.7 cases per 
1000 persons. The prevalence was lowest (3.1) for persons aged 265 years and highest 
(5.2) for persons aged 15-64 years (Table 1). The prevalence for persons aged 
<15 years was 4.0. The age-adjusted prevalence was similar for women and men 
(5.1 and 4.2, respectively), and the age-specific pattern was consistent for both sexes. 
The age- and race-adjusted prevalence of epilepsy was similar among the regions of 
the country (4.0 in the West, 4.4 in the Northeast, 4.9 in the Midwest, and 5.0 in the 
South)*. 

The age-adjusted prevalence of epilepsy was higher for blacks (6.7 [95% Cl=4.9- 
8.5]) than whites (4.5 [95% Cl=3.9-5.1]).' Compared with whites, prevalence rates 
among blacks were especially higher for persons aged 35-44 years and 45-54 years 
(prevalence ratios=3.0 and 2.3, respectively) (Figure 1, page 817). This pattern was 
similar for both black males and black females. 

Reported by: Statistics Br, Div of Chronic Disease Control and Community Intervention, National 
Center for Chronic Disease Prevention and Health Promotion; National Center for Health Sta- 
tistics, CDC. 

Editorial Note: The findings in this report indicate that epilepsy is a common 
neurologic condition in the United States. However, the overall age-adjusted preva- 
lence in this report (4.7) is lower than estimates from previous studies (6.0-7.0), which 


(Continued on page 817) 


*Northeast=Connecticut, Maine, Massachusetts, New Hampshire, New Jersey, New York, Penn- 


sylvania, Rhode Island, and Vermont; Midweste=lilinois, Indiana, lowa, Kansas, Michigan, 
Minnesota, Missouri, Nebraska, North Dakota, Ohio, South Dakota, and Wisconsin; South= 
Alabama, Arkansas, Delaware, District of Columbia, Florida, Georgia, Kentucky, Louisiana, 
Maryland, Mississippi, North Carolina, Oklahoma, South Carolina, Tennessee, Texas, Virginia, 
and West Virginia; West=Alaska, Arizona, California, Colorado, Hawaii, Idaho, Montana, Ne- 
vada, New Mexico, Oregon, Utah, Washington, and Wyoming. 

tNumbers for races other than black and white were too small for meaningful analysis. 


TABLE 1. Frequency and prevalence of self-reported epilepsy, by sex and age group — 
United States, 1986-1990 





Age group (yrs) 
Sex 0-14 15-64 Total 


Male 


No.* 492 1854 2478 
Prevalencet 3.6 4.8 A 4.2 
(95% CIS) (2.2-5.0) (3.8-5.8) 6-3. (3.4—5.0) 








‘ 566 2280 306 3152 
Prevalence 4.4 5.6 3.7 5.1 


(95% Cl) (3.0-5.8) (4.6-6.6) (1.9-5.5) (4.3-5.9) 


; 1058 4134 438 5630 
Prevalence 4.0 5.2 3.1 4.7 
(95% Cl) (3.0-5.0) (4.4-6.0) (1.9-4.3) (4.1-5.3) 


*In thousands. 

tPer 1000 civilian, noninstitutionalized persons in the United States. 
5Confidence interval. 

‘Age-adjusted to the 1980 U.S. population. 
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FIGURE I. Notifiable disease reports, comparison of 4-week totals ending Novem- 
ber 5, 1994, with historical data — United States 


CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 


Aseptic Meningitis 660 
Encephalitis, Primary 40 
Hepatitis A 
Hepatitis B 653 
Hepatitis, Non-A, Non-B 
Hepatitis, Unspecified 19 
Legionellosis 
Malaria 71 
Measles, Total 8 
Meningococcal infections 154 
Mumps 89 
Pertussis 292 
Rabies, Animal 
Rubella 


0.03125 0.0625 0.125 025 05 1. 
Ratio (Log Scale) 
ES3 BEYOND HISTORICAL LIMITS 


*Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and 
subsequent 4-week periods for the past 5 years). The point where the hatched area begins is 
based on the mean and two standard deviations of these 4-week totals. 


TABLE |. Summary — cases of specified notifiable diseases, United States, 
cumulative, week ending November 5, 1994 (44th Week) 





Cum. 1994 |_Cum. 1994 





AIDS* 61,173 Measles: imported 171 
Anthrax - indigenous 
Botulism: Foodborne 48 Plague 
Infant 62 Poliomyelitis, Paralytic® 

her 7 Psittacosis 
Brucellosis 73 Rabies, human 
Cholera 27 Syphilis, primary & secondary 
Congenital rubella syndrome 3 Syphilis, congenital, age < 1 year! 
Diphtheria 1 Tetanus 
Encephalitis, post-infectious 95 Toxic shock syndrome 
Gonorrhea 332,471 Trichinosis 
Haemophilus influenzae (invasive disease)' 977 Tuberculosis 
Hansen Disease 106 Tularemia 
Leptospirosis 29 Typhoid fever 
Lyme Disease 9,433 Typhus fever, tickborne (RMSF) 














*Updated monthly to the Division of HIV/AIDS, National Center for infectious Diseases; last update September 27, 1994. 

'Of 931 cases of known age, 256 (27%) were reported among children less than 5 years of age. 

SThe remaining 5 suspected cases with onset in 1994 have not yet been confirmed. In 1993, 3 of 10 suspected cases were 
confirmed. Two of the confirmed cases of 1993 were vaccine-associated and one was classified as imported. 

‘Total reported to the Division of Sexually Transmitted Diseases and HIV Prevention, National Center for Prevention Services, 
through second quarter 1994. 
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TABLE Ii. Cases of selected notifiable diseases, United States, weeks ending 
November 5, 1994, and November 6, 1993 (44th Week) 





alitis 





Aseptic 
AIDS* | Menin- 
Reporting Area gitis 


Post-in- 
fectious 


Gonorrhea 


patitis (Viral), by 





Unspeci- 
fied 


“"Besie 


Lyme 





Cum. Cum. 











1994 1994 


Cum. 
1994 








Cum. Cum. 
1994 1993 














Cum. 





Cum. 
1994 








UNITED STATES 


61,173 
2,251 
71 


46 
29 
1,126 
202 
777 


18,266 
1,722 
10,514 


MID. ATLANTIC 
Upstate N.Y. 
N.Y. City 

N.J. 

Pa. 


E.N. CENTRAL 
Ohio 

ind. 

iM. 

Mich 

Wis. 

W.N. CENTRAL 
Minn. 


MOUNTAIN 
Mont. 
Idaho 

Wyo. 

Colo. 

N. Mex. 
Ariz. 

Utah 

Nev. 


PACIFIC 

Wash. 

Oreg. 

Calif. 

Alaska 

Hawaii 147 


1 
RK. 1,759 
Vi. 39 
Amer. Samoa 
C.N.M.1. 


95 
4 


- 


= N 
‘NO an ©, Gan 


332,471 340,725 





N: Not notifiable U: Unavailable 


C.N.M.L.: Commonwealth of Northern Mariana Islands 


*Updated monthly to the Division of HIV/AIDS, National Center for infectious Diseases; last update September 27, 1994. 
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TABLE Il. (Cont’d.) Cases of selected notifiable diseases, United States, weeks ending 
November 5, 1994, and November 6, 1993 (44th Week) 


Measies (Rubeola) Menin- 


gococcal Mumps 
imported* Infections 


Cum. Cum. 

1904 | 1994 1994 
UNITED STATES _) 2,236 
NEW ENGLAND ; . -— 
. - 4 








Reporting Area 
































1 


+ oo 


MID. ATLANTIC 
Upstate N.Y. 
N.Y. City 

N.J. 

Pa. 


E.N. CENTRAL 

Ohio 

ind. 

mM. 

Mich. 

Wis. 

W.N. CENTRAL 
inn. 


— Nn 
www 


BE. wBaunk’ w 


~ 
~ 
+ eo 
be 
Ne, 


1 
1 
60 
2 


Baw. n8-. 


Nn 
1 @: 


W.S. CENTRAL 
Ark. 

La. 

Okla. 

Tex. 
MOUNTAIN 
Mont. 
idaho 

Wyo 

Colo. 

N. Mex. 
Ariz. 

Utah 

Nev. 


PACIFIC 


16 
13 
1 U 266¢C«#d ° : U 


*For measies only, imported cases include both out-of-state and international importations. 
N: Not notifiable U: Unavailable t international Out-of-state 
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TABLE Il. (Cont’d.) Cases of selected notifiable diseases, United States, weeks ending 
November 5, 1994, and November 6, 1993 (44th Week) 





. Toxic- T Fever 
= Tule | T 

Shock a -borne) 
(Primary & Secondary) Synd Tuberculosis ‘ever (RMSF) 
Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
1994 1993 1994 1994 1993 1994 1994 


UNITED STATES 17,998 22,735 152 18,262 364 402 


NEW ENGLAND 184 326 4 21 15 
5 1 - - - 
25 - 
1 1 
114 2 
14 : 
167 
MID. ATLANTIC 2,001 
Upstate N.Y. 209 
N.Y. City 959 
N.J. 268 
Pa. 565 
E.N. CENTRAL 3,705 
991 
321 
1,443 
504 
446 


W.N. CENTRAL 1,427 
inn. 


Reporting Area 





























nS = ah i 


‘NOGDAS @h-Qn~ @, 


-~ —~-WhN—-@ 
~ 


2 


3 
1 
2 
2 
7 
2 


a 


W.S. CENTRAL 
Ark. 

La 

Okla. 

Tex. 


MOUNTAIN 
Mont. 
Idaho 

Wyo. 

Colo. 

N. Mex. 
Ariz. 

Utah 

Nev. 


PACIFIC 
Wash. 
Oreg. 
Calif. 
Alaska 
Hawaii 


- 
oO 
Baws NNAe ws se 


-~ o. 


Vi. 
Amer. Samoa 
C.N.M.1. 





U: Unavailable 
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TABLE Ill. Deaths in 121 U.S. cities,* week ending 
November 5, 1994 (44th Week) 





All Causes, By Age (Years) 





ened [2 C= 








Se 





Pad’ 
Total 
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NEW ENGLAND 1 
Boston, Mass. 
Bridgeport, Conn. 
Cambridge, Mass. 
Fall River, Mass. 
Hartford, Conn. 
Lowell, Mass. 
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Albany, N.Y. 

Allentown, Pa. 

Buffalo, N.Y. 

Camden, N.J. 

Elizabeth, N.J. 

Erie, Pa.§ 

Jersey City, N 51 
New York City, WN: ¥. 1,376 
Newark, N.J U 
Paterson, N.J. 
Philadelphia, Pa. 
Pittsburgh, Pa.§ 
Reading, Pa. 

Rochester, N.Y. 
Schenectady, N.Y. 
Scranton, Pa.$ 

Syracuse, N.Y. 

Trenton, N.J. 

Utica, N.Y. 

Yonkers, N.Y. 


E.N. CENTRAL 
Akron, Ohio 
Canton, Ohio 
Chicago, Ill. 
Cincinnati, Ohio 
Cleveland, Ohio 
Columbus, Ohio 
Dayton, Ohio 
Detroit, Mich. 
Evansville, ind. 
Fort Wayne, Ind. 
Gary, Ind. 

Grand Rapids, Mich. 
indianapolis, Ind. 
Madison, Wis. 
Milwaukee, Wis. 
Peoria, Ill. 
Rockford, Ill. 
South Bend, Ind. 
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Youngstown, Ohio 
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Des Moines, lowa 
Duluth, Minn. 
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S. ATLANTIC 
Atlanta, Ga. 
Baltimore, Md. 
Charlotte, N.C. 
Jacksonville, Fila. 
Miami, Fla. 
Norfolk, Va. 
Richmond, Va 
Savannah, Ga. 
St. Petersburg, Fla. 
Tampa, Fla. 
Washington, D.C. 
Wilmington, Del. 


E.S. CENTRAL 
Birmingham, Ala. 
Chattanooga, Tenn. 
Knoxville, Tenn. 
Lexington, Ky. 
Memphis, Tenn. 
Mobile, Ala. 
Montgomery, Ala. 
Nashville, Tenn. 


W.S. CENTRAL 
Austin, Tex. 
Baton Rouge, La. 
Corpus Christi, Tex. 
Dallas, Tex. 

El Paso, Tex. 

Ft. Worth, Tex. 
Houston, Tex. 
Little Rock, Ark. 
New Orleans, La. 
San Antonio, Tex. 
Shreveport, La. 
Tulsa, Okla. 


MOUNTAIN 
Albuquerque, N.M. 
Colo. Springs, Colo. 
Denver, Colo. 

Las Vegas, Nev. 
Ogden, Utah 
Phoenix, Ariz. 
Pueblo, Colo 

Salt Lake City, Utah 
Tucson, Ariz. 


PACIFIC 

Berkeley, Calif. 
Fresno, Calif 
Glendale, Calif. 
Honolulu, Hawaii 
Long Beach, Calif. 
Los Angeles, Calif. 
Pasadena, Calif. 
Portland, Or 
Soommmente, Calll. 
San Diego, Calif. 


San Francisco, Calif. 


San Jose, Caiif. 
Santa Cruz, Calif 
Seattle, Wash. 
Spokane, Wash. 
Tacoma, Wash. 


TOTAL 
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“Mortality data in this table are voluntarily reported from 121 cities in the United Stetes, most of which have populations of 100,000 or 
more. A death is reported by the piace of its occurrence and by the week that the death certificate was filed. Fetal deaths are not 


included. 
'Pneumonia and influenza. 


Because of changes in reporting methods in these 3 Pennsylvania cities, these numbers are partial counts for the current week. Complete 


counts will be available in 4 to 6 weeks 
Total includes unknown ages. 
U: Unavailabie. 
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Epilepsy — Continued 

FIGURE 1. Prevalence* of epilepsy, by age group and racet — United States, 1986-1990 
21 





[] white 


18 3 
| Black 


154 I 95% Confidence Interval 


Prevalence 








0-14 15-24 25-34 35-44 45-54 55-64 265 
Age Group (Years) 


*Per 1000 civilian, noninstitutionalized persons in the United States. 
*Numbers for races other than black and white were too small for meaningful analysis. 


were based on rigorous case ascertainment efforts (i.e., record review or neurologic 
examination) in more clearly defined local populations (2,6 ). 

Epileptic seizures can be classified by etiology or clinical manifestation. Seizures 
with a presumptive cause (e.g., head trauma, stroke, or neoplasm) are classified as 
symptomatic seizures or secondary epilepsy; repeated seizures with no presumed 
cause are classified as idiopathic epilepsy (7). Symptomatic seizures can be either 
acute or temporally remote from the triggering event and can be prevented by reduc- 
ing the prevalence of the predisposing event. However, even if all known risk factors 
for epilepsy were removed from the population, approximately 70% of cases would 
still occur (2). 

The findings in this report are subject to at least two limitations. First, estimates are 
based on self-reported data and may be subject to reporting bias. For example, be- 
cause a social stigma is associated with epilepsy, persons may be reluctant to report 
the condition (8). Second, epilepsy manifests itself with varying seizure frequency 
throughout life. Persons whose seizures are controlled with medication or who have 
not had a recent seizure may not have reported epilepsy as a medical problem in this 
survey. 

The higher reported prevalence of epilepsy for blacks than for whites is consistent 
with previous reports (6,9). Among blacks, the higher prevalences in middle-aged 
groups (i.e., 35-44 years and 45-54 years) may reflect differences in the epidemiology 
of epilepsy in middle life (e.g., trauma and cerebrovascular disease). Because most 
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previous studies have reported a higher prevalence of epilepsy among males, the de- 
tection of similar prevalences for men and women in this report warrants further 
assessment (9). 

Prompt detection and early medical intervention can greatly improve seizure con- 
trol and enhance the quality of life for persons with epilepsy; however, epilepsy 
remains undiagnosed or inadequately treated in many persons. To address these is- 
sues, CDC is collaborating with professional and voluntary organizations to design 
provider and consumer education materials to improve awareness, detection, and ap- 
propriate treatment of persons with epilepsy. 

November is National Epilepsy Month. For additional information about epilepsy 
management or referral to local resources, contact the Epilepsy Foundation of Amer- 
ica, telephone (800) 332-1000 or (301) 459-3700. 
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Health Objectives for the Nation 





Prevalence of Overweight Among Adolescents — 
United States, 1988-91 


Among adults, overweight is associated with increased risk for death, coronary 
heart disease, diabetes mellitus, gallbladder disease, joint disease, and certain can- 
cers (7), and overweight during adolescence is associated with increased risk for 
overweight as an adult (2). CDC’s third National Health and Nutrition Examination 
Survey (NHANES Ill) provides data to monitor changes in the dietary, nutritional, and 
health status of the U.S. population (3) and to track progress toward achieving the 
year 2000 national health objectives, including those related to prevalence of over- 
weight (4). This report presents findings from NHANES Ill, Phase 1 (1988-91), on the 
prevalence of overweight among U.S. adolescents (ages 12-19 years). 
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NHANES Ill used a stratified multistage probability design to obtain a sample of the 
civilian, noninstitutionalized U.S. population aged >2 months. The survey comprised 
two 3-year nationally representative phases with oversampling of children aged 
2 months-5 years, persons aged >60 years, blacks, and persons of Mexican descent 
(5). Height and weight were measured as part of a standardized physical examination 
in a mobile examination center (3). Body mass index (BMI, kg/m?) was used as a 
measure of weight adjusted for height. For adolescents, overweight was defined in 
the year 2000 national health objectives (objective 2.3) using BMI cutoffs based on 
modified age- and sex-specific 85th percentile values of the second National Health 
and Nutrition Examination Survey (NHANES II) (1976-80) (4). 

Of the 1849 persons aged 12-19 years selected for the survey, 1632 (88%) were 
interviewed; of those interviewed, 1519 (93%) underwent a standardized physical ex- 
amination. Of those examined, 1490 (98%) had complete data for height and weight, 
resulting in an overall analytic response rate of 81% (1490/1849). Data were weighted 
to account for survey design and nonresponse. 

During 1988-91, the prevalence of overweight for persons aged 12-19 years was 
21%, an increase of 6% since NHANES II (Table 1). Sex-specific prevalence of over- 
weight was 20% for males and 22% for females. 

Reported by: Div of Health Examination Statistics, National Center for Health Statistics, CDC. 
Editorial Note: One national health objective for the year 2000 is that overweight 
prevalence not exceed 15% among adolescents aged 12-19 years (baseline: 15% for 
adolescents aged 12-19 years in 1976-80) (objective 2.3) (4). The findings in this re- 
port indicate that, since NHANES Il, the prevalence of overweight among adolescents 
has increased; a similar increase was reported for adults (6). Because both national 
surveys employed standardized equipment and procedures to measure height and 
weight, the increase during 1988-91 probably does not reflect changes in methodol- 
ogy. 

There is no generally accepted definition of overweight for adolescents (7). The 
definition used for the year 2000 national health objective (i.e., the 85th percentile 


TABLE 1. Prevalence of overweight* among adolescents — United States, National 


Health and Nutrition Examination Survey, 1976-1980 (NHANES Il) and 1988-1991 
(NHANES Ill) 





Prevalence 
Sex/Survey Sample size % (95% Cit) 


Male 
NHANES II 1351 15 (12.9-16.7) 
NHANES III 717 20 (15.3-24.5) 


Female 
NHANES Ii 1241 15 (12.1-17.3) 
NHANES Ill 739 22 (18.4-26.3) 


Total 


NHANES II 2592 15 (13.1-16.4) 
NHANES Ill 1456 21 (17.5-24.6) 


*Defined as body mass index 223.0 for males aged 12-14 years; 224.3 for males aged 
15-17 years; 225.8 for males aged 18-19 years; 223.4 for females aged 12-14 years; 224.8 for 
females aged 15-17 years; and 225.7 for females aged 18-19 years. 

tConfidence interval; based on a t-statistic with 32 degrees of freedom for NHANES Ii and 
23 degrees of freedom for NHANES Ill. 
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from NHANES Il) (4) has the advantage of comparability with the definition for adults. 
However, because of changes in body composition with growth, weight is a less reli- 
able measure of fatness for children and adolescents than for adults (8), and this 
definition may classify some adolescents as overweight who do not have excess body 
fat. In addition, some adolescents change overweight classification with age; most 
overweight adults were not overweight children (2). 

The increase in the prevalence of overweight among adolescents and adults is 
most likely associated with dietary energy intake exceeding caloric expenditure. En- 
ergy intake through food consumption and energy expenditure through physical 
activity cannot be measured as precisely as height and weight in population surveys. 
Although high-fat and high-calorie foods are abundant and readily available in the 
United States, survey data suggest that dramatic increases in energy intake alone do 
not account for the increased prevalence of overweight among adolescents (9). De- 
clining levels of physical activity also may account for these changes. For example, 
levels of participation by high school students in physical education declined from 
1984 to 1990 (10); other factors possibly associated with declines in physical activity 
include concerns about personal safety and changing parental work habits. 

Changes in diet and activity levels are necessary for the U.S. population to reduce 
overweight; primary prevention of overweight should begin in childhood. The find- 
ings in this report can assist in tracking progress toward achieving public health goals 
aimed at reducing overweight among adolescents and adults. Subsequent analyses of 
NHANES Ili will be used to elucidate differences in overweight prevalence by socio- 
economic status and race/ethnicity, identify population subgroups at risk for increased 


prevalence of overweight, and examine the relation between overweight and other 
health and nutrition variables. 
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Notice to Readers 





Prevention 95 Conference: Outcomes and Accountability 


Prevention 95, the 12th annual national preventive medicine meeting, will be spon- 
sored by the American College of Preventive Medicine and the Association of 
Teachers of Preventive Medicine in collaboration with CDC and other national health 
agencies in New Orleans March 30-April 2, 1995. The conference will address ac- 
quired immunodeficiency syndrome, preventive medicine education, prevention of 
injury and violence, clinical practice guidelines, infectious diseases, national health 
objectives for the year 2000, and worksite injury prevention and health promotion pro- 
grams. Registration information is available from the Meetings Manager, Prevention 
95, P.O. Box 65686, Washington, DC, 20035-5686; telephone (202) 789-0006. 


Notice to Readers 





Draft Recommendations for Prevention 
of Opportunistic Infections in HIV-infected Persons 


CDC, the National Institutes of Health, and the Infectious Diseases Society of Amer- 
ica have prepared recommendations for prevention of opportunistic infections (Ols) in 
human immunodeficiency virus-infected persons. The draft document is available 
from CDC’s Technical Information Activity, Division of HIV/AIDS, National Center for 
Infectious Diseases, telephone (404) 639-2076, fax (404) 639-2007. Comments must be 
received in writing by December 16, 1994, and should be mailed to Attention: Ol 
Recommendations, Technical Information Activity, Division of HIV/AIDS, National Cen- 
ter for Infectious Diseases, CDC, Mailstop E-49, 1600 Clifton Road, NE, Atlanta, GA 
30333; fax (404) 639-2007. 


Addenda: Vol. 43, No. SS-2 


in the CDC Surveillance Summaries entitled “Dengue Surveillance—United States, 
1986-1992” dated July 22, 1994, a sentence was omitted from page 8. The following 
sentence should have been added to the end of the first paragraph in the introduction: 
“Ae. albopictus is the dominant mosquito on all the Hawaiian islands; Ae. aegypti is 
distributed focally on Molokai and Hawaii’s Kona coast.” 

This distribution should have been reflected in Figure 1 (page 9). 
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Monthly Immunization Table 


To track progress toward achieving the goals of the Childhood Immunization Initia- 
tive (Cll), CDC publishes monthly a tabular summary of the number of cases of all 
diseases preventable by routine childhood vaccination reported during the previous 
month and year-to-date (provisional data). In addition, the table compares provisional 
data with final data for the previous year and highlights the number of reported cases 
among children aged <5 years, who are the primary focus of Cll. Data in the table are 
derived from CDC’s National Notifiable Diseases Surveillance System. 


Number of reported cases of diseases preventable by routine childhood vaccination 
— United States, September 1994 and 1993-1994* 





No. cases among 
No. cases Total cases children aged <5 years*t 
September January-September January-September 
Disease 1994 1993 1994 


Congenital rubella 

syndrome (CRS) 1 5 3 
Diphtheria 0 0 1 
Haemophilus influenzae$ 86 958 874 
Hepatitis B1 9437 8794 
Measles 30 269 844 
Mumps 1244 1068 
Pertussis 4366 2553 
Poliomyelitis, paralytic** 0 3 1 
Rubella 6 165 210 
Tetanus 4 33 26 











*Data for 1993 are final and for 1994, provisional. 

tFor 1993 and 1994, age data were available for 90% or more cases, except for 1993 age 
data for CRS and 1994 age data for tetanus, which were available for 80% and 88% of cases, 
respectively. 

Sinvasive disease; H. influenzae serotype is not routinely reported to the National Notifiable 
Diseases Surveillance System. 

{Because most hepatitis B virus infections among infants and children aged <5 years are 
asymptomatic (although likely to become chronic), acute disease surveillance does not 
reflect the incidence of this problem in this age group or the effectiveness of hepatitis B vac- 
cination in infants. 

**One case with onset in 1994 has been confirmed; this case was vaccine-associated. In 1993, 
three of 10 suspected cases were confirmed; two of the confirmed cases of 1993 were 
vaccine-associated, and one was classified as imported. 
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